Preliminary experience with LMA CTrach™ for assessment of glottic structures during thyroidectomy
Vocal cord movement rules out recurrent laryngeal nerve (RLN) injury and is checked routinely before awakening the patient after thyroidectomy. Frequently used techniques for this purpose are visualisation under direct laryngoscopy following reversal of neuromuscular blockade in a deep plane of anaesthesia and fiberoptic assisted visualisation via a laryngeal mask airway (LM); the latter being the ideal 1 . Recently, newer video-laryngoscopes such as the Airtraq and King Vision have been studied to provide optimum visualisation of vocal cords (compared to Macintosh laryngoscopes) during extubation 2 .
The LMA CTrach (The Laryngeal Mask Company, Le Rocher, Victoria, Mahe, Seychelles) is a modification of the LMA Fastrach, with inbuilt fiberoptic channels and a liquid colour display (LCD) viewer attached to the handle 3 . It facilitates intubation under direct vision and also enables ventilation through the barrel of the LMA CTrach 3, 4 .Thus, its role as an intubating aid in difficult airway situations is established 4,5 . To our knowledge, the LMA CTrach has not been used for assessment of the vocal cords during thyroidectomy. We herein present our first experience of using the LMA CTrach for visualisation of vocal cords during thyroidectomy.
Our case series included four adult patients undergoing thyroidectomy, three females and one male. In all the cases, routine general anaesthesia was administered. Dexamethasone 8mg IV at the beginning of the surgery and ondansetron 4mg IV towards the end of surgery were administered for post-operative nausea and vomiting (PONV) prophylaxis. The airway was managed by an experienced consultant skilled in LMA CTrach insertion. At the end of the Correspondence surgery, a tube exchanger was passed via the endotracheal tube (ETT) while the patient was still anaethetised and paralysed. The endotracheal tube was then removed and an LMA CTrach was inserted behind the tube exchanger ( Figure  1 ). In all four patients the insertion was smooth and we could ventilate the lungs. The anaesthetic was discontinued and muscle relaxation was then reversed. The LCD display was then attached to the LMA CTrach for visualisation of the vocal cords. The need for various manoeuvres to visualise the vocal cords is shown in Table 1 . Vocal cord movement could be seen on the LCD display in all patients and was shown to the surgeons as well. Both the LMA CTrach and tube exchanger were removed following adequate reversal of anaesthesia, i.e. when the patient resumed spontaneous ventilation and started obeying commands. The LMA CTrach was tolerated well by all the patients except for minimal coughing just before its removal in only one patient which required no intervention. All patients remained haemodynamically stable and the perioperative period remained uneventful.
A frequently used technique for assessment of the vocal cords during thyroidectomy is visualisation under direct laryngoscopy following reversal of neuromuscular blocakade under IV sedation. The problems with this technique are obscured view and precipitation of laryngospasm, both due to a light plane of anaesthesia. The most standard technique employed for assessment of vocal cord movement after thyroidectomy is replacement of the ETT with an LM followed by fiberoptic assessment of glottic structures 1 . Practical limitation of this technique is that the glottic view may be obscured with secretions and ventilation can be interrupted during the procedure. The technique used by us is novel as it does not require the use of a fiberoptic bronchoscope. Use of the LMA CTrach is associated with advantages like obtaining a panoramic view of vocal cords which is easily accessible for view to the surgeons and above all, ventilation is continued throughout the procedure. In addition, we ensured placement of a tube exchanger in situ throughout the procedure so as to avoid loss of airway in the case of failed LMA CTrach insertion or placement.
Cautions that need to be taken with this technique are PONV prophylaxis and that the substitution of the ETT with an LMA CTrach must be done at sufficient depth Table 1 Need for corrective manoeuvres to improve the glottic view of anaesthesia by an experienced senior anaesthetist. Prevention of regurgitation and thus, aspiration, is of paramount concern while using the LMA CTrach as the device doesn't have a gastric drain. The replacement of the ETT with a LM in anaesthetised and paralysed patients has been found to be safe and well tolerated 6 , though similar data in regard to the LMA CTrach is not available.
The results of this preliminary use of the LMA CTrach during thyroidectomy for assessment of vocal cord movement are encouraging in terms of safety, use of corrective manoeuvres and tolerability by the patient. We recommend a trial with a larger sample size to confirm the findings of the present case series.
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